during the first three months. The thrombocytopenia may be caused by trapping of platelets within the haemangioma. An Fiue1 Sm ll11> 2 boe olwthog hwngsrcuei tErmnl i Eleum (arwd with rifampicin, isoniazid, pyrazinamide and ethambutol was given empirically for 6 months without therapeutic benefit. Subsequently barium small bowel follow-through showed a stricture in the terminal ileum (Figure 1 ). Biopsy at colonoscopy revealed non-specific inflammation. On computed tomographic scanning there was an inflammatory mass in the right iliac fossa with thickening of the overlying abdominal wall tissues and dilated proximal small bowel loops. Cultures of the discharge for tuberculosis and actinomycosis were negative. She underwent laparotomy and resection of abdominal wall fistulae and of an inflammatory mass involving caecum and terminal ileum, after which she made an uneventful recovery. The specimen revealed a multifocal acute terminal ileitis with prominent fissuring, focal transmural inflammation, abscess formation, and enterocutaneous fistulae (Figure 2) . No granulomata were present and stains for tuberculosis and actinomycosis were negative. These findings were consistent with acute Crohn's disease. She was started on mesalazine therapy and she remains well 6 months after surgery.
COMMENT
The causes of enterocutaneous fistulae vary geographically: in the Western world the most common are surgery, inflammatory bowel disease and diverticular disease, whereas in developing countries tuberculosis and birth trauma are more prominent. In our patient abdominal tuberculosis seemed the most likely diagnosis and treatment was started despite the lack of diagnostic evidence which is often the situation in abdominal TB. Another infection to be considered in all non-healing fistulae, where no other diagnosis has been made, is actinomycosis. Diagnosis of this anaerobic Gram-positive infection may likewise be very difficult and require special staining techniques. It is commonest -in the cervicofacial region but can occur in many other sites, especially the right iliac fossa (usually after appendicitis), in the pelvis (associated with intrauterine contraceptive devices), in the liver and at the anorectum, mimicking a neoplasm. There has been at least one report of the disease starting as a rectus sheath abscess2. Treatment usually involves surgery to drain abscesses together with prolonged penicillin therapy.
Crohn's disease may cause both internal and external fistulae3, the commonest external fistulae being associated with anorectal sepsis. Of enterocutaneous fistulae, 20-30% will heal without surgery if treated by full medical therapy. There are case reports of Crohn's fistulae presenting subsequent to a rectus sheath abscess, as in our case4.
We can find no previously reported case of Crohn's enterocutaneous fistulae in a native African woman. Most reported series of gastrointestinal tract fistulation in Africans concern birth trauma, for example rectovaginal fistulae5. Although the incidence of Crohn's disease in native Africans is low, this diagnosis should be considered in similar cases.
